Defining knowledge is challenging as many ideas and theories about what knowledge entails exist. In this paper, we regard other types of knowledge as any knowledge that would not be considered a systematic review or RCT. This would include, but not be limited to, a broad range of explicit understandings of knowledge such as knowledge from outbreak investigations, laboratory research, mathematical modelling, qualitative research, quality improvement processes and clinical audits but also tacit knowledge, practical knowledge and heuristics.
Text box 2: International and cultural differences in guideline production
The central reasoning in RCTs can be summarised simply as assuming that everything in the world (such as people, relations) behave like dice. That is, if dice roll perfectly, they are fair. If they are unfair -where one side is heavier than the others -they are biased.
We're aware of many types of bias a priori in real life situations: for example, known causes, confounders and differences between groups.
An RCT of patients with therapy A versus patients with therapy B is like trying to make two similar dice as fair as possible, rolling them many times, and comparing the results of the rolls to show their tendency. The assumption is that by rolling two fair dice, one would expect to see similar results in the end. If this does not happen then the reverse must be true; one of the dice is unfair or biased; one of the faces is heavier than the other. In that case one of the therapies was better at causing the outcome. We don't know why (rolling dice doesn't give us an explanatory mechanism), but we conclude that it just did, because we found an a priori 'unknown' bias.
It is important to note that frequency-type reasoning doesn't work for single case scenarios. A patient can get a first hip replacement only once, not a hundred times. It goes well or it goes wrong. There is no frequency about it. It's like throwing a dice once: you're never sure what will happen. You either throw a six or you don't.
Text box 5: Theoretic and empirical concepts of integrating knowledge
William James was a philosopher of science who developed the idea of pragmatism, where many kinds of evidence can serve to support and continuously update beliefs about reality and truth within communities of people [1] . Another philosopher of science, the physicist Thomas Kuhn described how researchers within a research tradition develop and nourish theories which are overthrown, leading to the emergence of new paradigms [2] . Based on an ethnographic research on knowledge translation Gabbay and Le May coined the term "mindlines" to denote the continuously evolving, socially shared and mostly tacit knowledge that informs clinical practice [3] . Explicit knowledge from guidelines is incorporated into mindlines -where it is made sense of, challenged and integrated (or not) with practitioners' existing knowledge-in-practice-in-context.
